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e24 Surgical Trainee Poster Abstractsintrahepatic biliary dilatation, and subsequently CBD dilata-
tion. Initially Unsuccessful, subsequent ERCP and PTC relieved
the obstruction but resulted in AKI secondary to CIN and
sepsis. Tumour markers were elevated with CA19.9 of 2779.
The patient was transferred to ICU and developedmulti organ
failure and unfortunately passed away. PM revealed a very
rare case of signet ring carcinoma of the CBD.
Discussion: Causes of inﬂammatory AAA are multifactorial.
This case highlights the need for caution before repair, as a
rapidly progressive and aggressive disease course may
indicate a malignant aetiology.
AV Fistula: A Patient’s Perspective
A. Mehmood, N.Z. Ahmad, A. El-Bakr, M. Tubassam
Department of Vascular Surgery, University Hospital Galway, Ireland
Introduction: Chronic kidney disease is debilitating condition
requiring long term medical and surgical input. Surgical
involvement ranges fromperitoneal dialysis catheter to arterio
venous (AV) ﬁstula and ultimately a renal transplant. Creation
of an AV ﬁstula is invariably dependent on the anatomical
details of available vessels and it is common practice to create
ﬁstula distally. The aim of this study was to analyse the effects
of creating ﬁstulas proximally and to compare themwith distal
ﬁstulas from a patient’s point of view.
Methods: A questionnaire was designed to show up the
patient’s preference and the impact of having an AV ﬁstula
on their daily activities. Contact details of consecutive pa-
tients who underwent formation of AV ﬁstula were taken
from the hospital database. These patients were contacted
by the investigator who was unaware of the site of AV
ﬁstula or the number of procedures carried out on a pa-
tient. All the responses were recorded on Microsoft Excel
and appropriate calculations were done.
Results: A total of 78 patients had AV ﬁstula formation from
Sep 2010 to Dec 2014. A response rate of 87% was observed
as 58 patients participated in the survey, 11 patients had
died at the time of survey. 37(64%) had RCF. 20 patients who
required re-intervention, 12(32%) were from RC group and
8(38%) from BCF group. Pain during daily activities was re-
ported by 12(7-BCF), whereas 12(7- RCF) patients described
having difﬁculties during dialysis. Only 6 patients were
dissatisﬁed with quality of life, 3 in each group.
Conclusion: The consequences of proximal and distal ﬁs-
tulas are comparable. A distally created ﬁstula is justiﬁed as
it leaves options for creating further proximal ﬁstulas.
Vascular Trauma e Unusual Mechanisms of Injury
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Background: Vascular trauma can be challenging to manage
and occurs relatively rarely.
Methods: Three cases of trauma with unusual mechanisms
of injury were reviewed.Results:
 Case 1
A 61 year- old man presented post blunt trauma with a
large swelling over the right chest and upper arm, and an
ischaemic right hand. Urgent CT angiogram revealed a large
haematoma compressing the right axillary artery. In theatre,
an incision was made over the right upper chest and hae-
matoma was evacuated, but on exploration, the axillary
artery was fully transected. The artery was repaired with a
subclavian to axillary artery saphenous vein graft.
 Case 2
A 50 year-old man sustained a leg trauma at the gym. A
weight was dropped onto his right anterior thigh, which was
compressed against the corner of a bench, causing a blunt
injury to his anterior thigh and a penetrating injury to his
posterior thigh. On examination, his right foot was ischaemic.
CT angiogram showed a distal SFA occlusion consistent with
acute dissection. In theatre the SFA was explored and a short
dissection ﬂap was visualised which had occluded the lumen.
The ﬂap was repaired by endarterectomy. Four compartment
fasciotomy was also performed.
 Case 3
A 57 year-old man sustained a blunt trauma to his
abdomen when a tractor rolled over him. CT revealed acute
dissection at the origin of the celiac artery. He was managed
conservatively.
Conclusions: Serious vascular injuries may be caused by
relatively unusual mechanisms and should always be
considered in trauma.
Carotid Endarterectomy e A Single Centre Experience
A. Zafar, E. Boyle, A. Gowey, O. Abdularahim, E. Kavanagh, P. Burke
Department of Vascular Surgery, University Hospital, Limerick, Ireland
Background: Carotid endarterectomy is a well-established
treatment for the management of symptomatic carotid
stenosis. Randomised data gives clear recommendations for
the indication and optimal timing for surgery.
Methods: We analysed consecutive endarterectomies per-
formed over a 5-year period in our institution using theatre
logbooks, vascular lab database and a national radiology
database.
Results: In total, 82 carotid endarterectomies were carried
out. Numbers per year are shown in Figure 1. All were
carried out for symptomatic carotid stenosis. Female pa-
tients accounted for 29.3% and the average age was 69.3
years. Most patients had two imaging modalities prior to
surgery e usually carotid duplex and MR angiogram. The
median time interval from symptom onset to surgery was
8.5 days (range 2e685 days). The median interval improved
over the years of the audit, from 21 days in 2010 to 7 days
in 2014. Median carotid stenosis on pre-operative duplex
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grade. Peri-operative stroke rate was 1.2%.
Conclusion: Carotid endarterectomy for symptomatic high
grade carotid artery stenosis is carried out in our institution
with acceptable peri-operative stroke rates and time inter-
val to surgery. The centralisation of acute surgical services
and availability of an emergency theatre, timely access to
imaging and the availability of a stroke nurse coordinator
may have facilitated faster access to surgery. Carotid disease
is best managed with a multidisciplinary approach.
Abdominal Aortic Aneurysm Repair in the Presence of a
Stoma
A.S. Galbraith, E.M. Quinn, M.P. McMonagle, K.S. Cross
Department of Vascular and General Surgery, University Hospital Waterford,
Ireland
A 67 year old gentleman presented to an emergency
department with acute abdominal pain and an underlying
diagnosis of known abdominal aortic aneurysm (AAA).
Subsequent transfer to a tertiary centre for immediate open
aneurysmal repair was undertaken. At the time of surgery a
segment of ischaemic bowel extending from mid-transverse
to distal sigmoid colon was discovered and no evidence of
aneurysmal leakage. Successful left hemi-colectomy was
performed, end-colostomy fashioned and aneurysmal repair
postponed. Elective open AAA repair of an 8.5cm aneurysm
was undertaken eight weeks post initial laparotomy. This
patient’s postoperative course was unfortunately compli-
cated by Dacron graft infection, the need for explantation of
the graft and further surgery following which the patient
was successfully discharged home.
We present an interesting case of AAA repair in the
presence of a recent colostomy for ischaemic bowel, which
poses signiﬁcant challenges intra and post-operatively for
both surgeon and patient. It raises issues including; appro-
priate timing of procedure, anecdotal reports of aneurysm
expansion following laparotomy, difﬁculties maintaining
surgical site sterility, the possible use of extended prophy-
lactic antibiotic administration and the management of the
potential dreaded prosthetic graft infection, all in the pres-
ence of an imminently life threatening condition.
In conclusion complex major vascular procedures in the
presence of concomitant intra-abdominal pathology pose
an array of signiﬁcant dilemmas to which there are no
simple solutions.
Robotic IVC Surgery
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85054, United StatesIntroduction: Robotic surgery has been widely adopted in
urological, gynaecological and now colorectal surgery.
However, clinicians still remain apprehensive when vascular
structures are involved. The objective of this study was to
describe our initial experience with robotic surgery of the
inferior vena cava (IVC).
Methods: All patients who underwent robotic surgery of
the IVC between September 2011 and August 2013 were
included. Patient data regarding clinical presentation,
radiological imaging, operative intervention, treatment
pathway and clinical outcome were recorded.
Results: Four patients were identiﬁed (Male ¼ 3, mean age
51.5 years). Three patients with renal tumours (right ¼ 2)
had tumour thrombus extending to the IVC. These three
patients were commenced on therapeutic low-molecular
weight heparin pre-operatively to minimise tumour
thrombus propagation. A fourth female patient presented
with a symptomatic IVC ﬁlter with associated migration
and perforation. All patients proceeded to robotic surgery
with careful patient positioning. After creation of the
pneumoperitoneum, a 12mm camera port was inserted
followed by insertion of the remaining robotic ports under
direct vision (5mm x 1, 8mm x 3 and 12mm x 1). The
operative procedure was performed in stages which
included mobilization of the duodenum and right colon,
IVC dissection, vascular control of the IVC with ligatures
and Rummel tourniquets, creation of cavotomy, mobiliza-
tion and removal of the tumour thrombus or IVC ﬁlter
followed by closure of the cavotomy. Conventional addi-
tional dissection was performed for nephrectomy when
indicated. Mean operative time was 192 minutes with an
IVC clamp time of 78 minutes. Mean total peri-operative
intravenous ﬂuid administration was 4167mls with a cor-
responding urine output of 383mls. All four patients had
uncomplicated post-operative courses with mean
discharge on post-operative day three. Adjuvant chemo-
therapy was administered to all renal tumour patients. All
patients remain well with mean follow-up of nine (range
1e24) months.
Discussion: Our initial experience suggests that robotic IVC
surgery is a valid and safe modality providing satisfactory
access to the IVC leading to shorter recovery and improved
patient quality of life.
Transatlantic Consensus of Vascular Surgery Consent
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Objectives: Currently, there are no explicit guidelines for
informed consent for vascular surgical interventions. The
objective of this study was to compare current peer-prac-
tice and collate transatlantic consensus relating to vascular
surgery patient consent.
